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the nature of the fracture is, whether there is any interposi-
tion of muscles or ligaments, whether any blood-vessels lhave
been torn, and we can remedy all these things, with the
expectation of getting a good result afterward. Three ecases
under my observation at the present time have demonstrated
the value of this method. Tn each of these cases the anterior
tibial artery was cut, there was interposition of the muscular
structures, and good results simply would not have been pos-
sible, exeept by the open method. 'The duration of the cases
was from three to six months; the patients progressed well
and made a complete recovery.

The man who renders first aid has it in his hands to pro-
duee favorable or unfuvorable results. It is, therefore, incum-
bent on such men to use the most rigid asepsis, and be pre-
pared to perform the operation where it is indieated; and
this can be done in practically every country house, if we are
carefu! and appreciate what asepsis means,

Dr A. F. Jonas, Omaha: In my opinion, all simple frae-
ture » will never be treated by the open method for the reason
that the operative technic must be in accordance with perfect
ageplic surroundings, with trained assistants and proper appli-
ances. Those who have seen Lane operate speak especially
of his aseptic technie, which is nbsolutely faultless, He does
not introduce his finger into the wound at any time nor any
instrument that has touched the skin or any thing that is of
doubtful asepsis. Therefore, he has ideal results. Those of
us who have had to operate much in private houses as well as
in hospitals know how inadequate are the means at our com-
mand in the former; if we fail in any part of the aseptic
procedure, union may be imperfect and conditions are worse
than theys would have been if we had treated the case by the
non-operative method. '

We have run the cntire list of mechanical devices used to
keep the bone fragments in apposition, and have finally come
to use, to the exclusion of other appliances, silver plates with
serews and bronze aluminum wire. - Early in my experience
T found that silver wire was not strong enough and often the
wires broke; the fractures nearly always became displaced.
I then resorted to the use of bronze alJuminum wire, which has
a tensile strength four times that of the silver; while the
wire was strong enough a partial displacement, of the frag-
ments often occurred, no matter how the wire was applied.
Then T resorted to the steel plates of Lane, and found them
useful in the majority of instances, except in the case of a
fractured femur or humerus, in which, if the assistant made
an awkward or accidental movement while the plaster cast
was applied, the serews wer» pulled out, and we were obliged
to take off the dressing, re-open the wound and re-adjust the
splint, Therefore, I now use the silver splint of Sick with
four or six holes, which is flexible. It will bend rather than
break or pull out and the danger of pulling ont the serews,
that hold the plate, is not as grent as in the stiff steel plates
used by Lane.

CLINICAL RESULTS OF GASTRO-ENTEROS-
TOMY FOR NON-MALIGNANT DISEASES*

JOHN DUDLEY DUNHAM, A.B,, M.D.

Professor of Diseases of the Stomach and Dietetics, Starling-Ohlo
Medical College

COLUMBUS, OIII0

There have bLeen very few accurate and thorough
reports on the results of gastro-enterostomy for ulcer of
the stomach.

Bettman and White! have collected reports of 150
cases with results after the lapse of at least one year.
Bamberger2 has studied 830 cases in which operation
Was performed for chronic ulcer of the stomach. The
former study shows an immediate mortality of 10 per

M * Read in the Section on Practice of Medicine of the Ameriean
Tedleal Association, at the Sixty-first Annual Sesslon, held at St.
ouls, June, 1910,
}’. Bettman and White: Med. Rec., Oct, 9, 1909,
dog 2 Bamberger, I.: Dle innere und die chirurgische Behandlung
l_{’:rl‘l?ll;l'oilg)%bllen Magengeschwurs und lbhre Erfolge, Julius Springer,
i
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cent., the latter, 12.2 per cent. To this must be added
a late mortality from complications in Bettman and
White’s series of 14.6 per cent. and in Bamberger’s cases
of 5 per cent. (complete late reports lacking in many
of Bamberger’s series).

We find, then a total mortality of 24.6 per cent. in one
series and 17.% per cent. in the second series. The group
of 836 cases showed 74 per cent. cures; 13.4 per cent.
unchanged. In the group of 150 cases there were GO
per cent. of cures and 30 per cent. of deaths, or no im-
provement.

The basis of the present report consists of forty-eight
cases in which the patients were personally examined
before operation ; in all but two cases tests of the stomach
contents and motility were performed. In fifteen eases
examinations of stomach functions were made previous
and subsequent to the operation. TForty-six patients
were operated on by local surgeons, one by Dr. W. J.
Mayo and one in Lausanne, Switzerland.

Tifteen patients have died, twelve within 17 days of
the operation; an immediate mortality of 25 per cent.;
a total mortality of 31.25 per cent; mortality since 1906,
10.41 per cent. The predominance of males (twelve
males, three females), is significant. The average age is
50.5 years.

Case 8 was instructive. The patient was a man, aged
45, alcoholie, with a history of ulcer for five years with
frequent severe hematemesis. Operation had been re-
peatedly refused. An ulcer on the anterior aspect of the
stomach adjoining the pylorus was found which rup-
tured during manipulation. Partial gastrectomy with
gastro-enterostomy was done. The paticnt made an
uneventful recovery for fifteen days; then peritonitis
developed to which he succumbed in two days. Necropsy
revealed a ruptured gangrenous appendix with localized
peritonitis. The site of operation was not involved.
This case is an argument in favor of appendectomy with
every gastro-enterostomy.

The three later deaths were due to carcinoma ven-
triculi in two instances, one six months, one twenty-one
months after operation. In each case the patient had
apparently recovered. Tossibly these two ulcers had
already undergone carcinomatous transformation at the
time of operation. The third death resulted from recur-
rent hematemesis, morphinism and asthenia,

Of the fifteen fatal cases hyperchlorhydria was present
in seven, anacidity in two, normal ac:dity in four, no
determination in two. Evidence of retention of chyme
was found in seven cases, Five of the patients who died
had been treated medically without suecess. Eight pa-
tients received desultory treatment, no correct diagnosis
having been made. Surgical treatment should have
been given much earlier in these cight fatal cases, as
shown by the advanced degree of stenosis seen at opera-
tion. Two patients (3 and 11) should not have been
operated on as no stenosis was found., Recent histories
Lave been obtained in twenty-nine of the thirty-three
patients living. '

Table 3 gives the data in fifteen cases in which gastrie
analyses were made before and at varying periods after
operation. The average age at time of operation was
43.2 years. There were nine males and six females. In
this group twelve had uleer of pylorus or duodenum
with stenosis; one, ulcer of pylorus without stenosis,
(Case 18) ; another had nervous dyspepsia (Case 20)
and one atony of the stomach with dilatation.

Seven patients with nleer and stenosis made perfect
recoveries, while threce recovered but are obliged to
abstain from acid and indigestible foods.

IS
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Another case (18) has improved, but has recurrent
hematemesis and morphinism.

In Case 20 gastroplication was performed, leaving the
patient with an aggravation of symptoms,

In Case 28 (nervous dyspepsia) the gastro-enteros-
tomy has been followed by greater suffering than before
the operation.

GASTRO-ENTEROSTOMY—DUNHAM
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Examination after an Ewald test breakfast shows free
hydrochloric acidity above 40 in six cases, hetween 20
and 40, or normal in two; below 20 in six; absent in
one.

Hyperchlorhydria has increased after operation in
three cases (Nos. 16, 19, 25). One of these patients
(No. 16) has regained motor power and is free from

TABLE 1~IMMEDIATE MORTALITY (WITHIN SEVENTEEN DAYS)*

Gastrie ll‘]udln‘;s. Time
Case. Year. Sex. Age. Diagnosts. . 1ECL, Total Acldity. Cause of Death. After Operation. Operation.

1. 1903 M. 60  Pyloric ulcer; arterio- s0 110 Shock. 24 hours. Gastro-enterostomy,
sclerosis;  previous .
medical treatment.

2, 1908 M. 56  Multiple ulcer of py- 84 112 Shock. 48 hours, Gastro-enterostomy.
lorus and duo-
denum ; slight sten-
osls,

3. 1904 M. T4 Ulcer of lesser curva- 65 856 Shock. 6 hours. Gnstro-enterostomy.
ture near pylorus;
no stenosts.

4., 1904 M. ©1 Pylorie ulcer; sten- 60 80 Hematemesis. G days, Gastro-enterostomy.
osis ; previous med!-
cal treatment. )

B. 1904 M. 63 Pylorle ulcer; sten- 10 2 Vicious circle. 12 days; 6 houls Gastro-enterostomy.
osis. Retentlon, after sccond .

operation,

6. 1905 M. 30 Pylo;‘lc uleer ; no sten- (HU 84 Viclous circle. ays. Gastro-enterostomy.
osis.

7. 1906 I 30 IHour-glass stomuch 0 2 Shock, 12 hours. Rescttion pylorus;
near pylorus. Lactie.  Retention. Gastro-enterostomy.

8. 1906 M. 45  DIerforating pyloric ul- 43 [ Gangrenous ap- 17 days. Rescction pylorus;
cer; stenosis, Retention. pendicitis. Gastro-enterostomy.

9. 1906 M. 36 Duodenal ulcer; slight & Perforation and 3 days. QGastro-enterostomy.
stenosis. Retentton. peritonitis

10. 1908 M. 65  Pylorlc ulcer; old per- No tests, Peritonitis, 10 days. Gastro-enterostomy.
foration; locallzed .
abscess ; stenosis, ’

11, 1909 R 36 ITematemesis ; clinical No tests, Shock. 24 hours. Gastro-enterostomy.
diagnosis ulcer; no
visible ulcer or
stenosig, :

12, 1910 M. 61 Pyloric uleer (active) ; 60 00 Hematemesis., 48 hours, Gastro-enterostomy.
stenosis.

* Average age, 50.5

years ; immediate mortality, 2G per cent.; males 10; females 2,

TABLE 2,—LATE

Gastrie Findings.

Cage. Year, Sex, Age. Diagnosls, 1101 Total Actdity,
13 1901 M. 30  Active pyloric ulcer; -6
: stenosis. Retention.
14 1908 M. 63 Daodenal ulcer; 5
) localized ulcer; Retentlon,
15 . 1008 W 34 Pyloric ulcer; sten-

osls, Rtetention.

MORTALITY *

Cnuse of Death,
Recurrent hematemesis.

Time After Operation.
3 months.

Operation,
Gastro-enterostomy.

6 mos. after first
operation.

21 mos. after first
operation.

Carcinoma ventricull. Gastro-enterostomy.

Carcinoma Ventricull. Gastro-enterostomy.

* Total mortality 31.25 per cent.; males 12; females 3; mortality since 1900, 10.41 per cent.; seven hyperchlorhydria; four hydro-
cbloric acld normal; two hydrochloric acid absent; two not determined.

TABLE 4.—RIESULTS IN 12 CASES, 1 TO 6 YEARS AFTER OPBERATION

Last
Report After
—=Gastric Findings—— Operation.

Case. Year. Sex. Age. Diagnosis. Operation. Result, HCL. Total Acldity. ‘ears.
31. 1903 M. 28 P'ylorie Ulcer; perigas- Gastro-ent. Perfect. 22 44 53
trie adhesions. No retention,
32, 1903 M. 45 Pylorie ulcer; stenosis, Gasiro-ent, Improved. 1
Retention.
83, .1004 - B\ 31 Pyloric ulcer; stenosis. Gastro-ent. Improved ; has hyper- 2
. chlorhydria, Retention.
84, 1904 M. 45 No ulcer or stenosis; Gastro-ent. No fmprovement; 2
nervous dyspepsia, worse, No retention._
85. 1904 F. 50  Pyloric ulcer; stenosis. Recovery. 5 5 6
Retention.
36. 1905 F. 30  Pyloric ulcer: pevigas- Gastro-ent. Made worse; vomit- 8 5
trle adhesions; no ing. No retention,
stenosis.
87. 1906 P, 57  Pylovic ulcer; stenosts. Gastro-ent, Perfect, 4 10 5
Retention.
88. 1907 M. 48 Duodenal ulcer; partial Gastro-ent. Perfect. 69 84 8
stenosis, No retention.
39. 19008 I, 24 Pylorle ulcer; stenosis. Gastro-ent. I'crfect. 50 80 2
Retention.
A0, 1908 M. 1] DIylorie ulcer; stenosis. Gastro-ent. Perfect, 2
. Retention.
41. 1908 | U8 37 Pyloric ulcer; stenosis. Gastro-ent, Perfect. 2
Retentlon.
42, 1908 M. 59  Duodenal ulcer: sten- Gastro-ent, Perfect. 36 92 1
osls. Retentlon., .
TABLE 5. —SIX CASES IN WHICH LATE RESULTS COULD NOT BE SECURED H}'A:st
. stor,
Ai‘tely
—Gastric Findings.— Operation;
Case. Year. Sex. Age. Diagnosis. Operation, Result. HClL. Total Acidity. Months,
43. 1905 F. 35 . Ulcer lesser curvature; Gastro-cnterostomy. ‘Operative Recovery. [1{1} 80 2
pyloric stenosis, Retention,
44. 1906 M. 40  Pyloric ulcer; stenosis. Gastro-enterostomy, Operative Recovery. Rotenti 5 1
) etention.
45. 1907 K, 22  Pylorie ulcer; no sten. Gustro-snterostomy. No relief. 5 . 35 3
osls. ' _ Retention:
40. 1907 M. 42 Duodenal ulcer; slight Gastro-enterostomy. Improved. 5 40 2
stenosix, Retention.
47. 1907 I, 30 Pylorie ulcer; chole- Gnstro-enterostomy. Operative Recovery. 80 1
lithlasis ; stenosls. Retention.
© 48, 1909 I 25  Pyloric ulcer; no sten- Gastro-enterostomy, Operative Rccovery, 40 60 2
. . osis. ' No retention, ,
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symptoms when he refrains from acid and heavy foods.
The second (No. 19) has retention of chyme for ten
hours, a greater hyperchlorhydria with a complete recov-
ery from all gastric disturbances.

Hyperchlorhydria has disappeared in three cases (Nos.
21, 29, 30) and the proper motor function has been
restored.

Patient 20, in spite of a clinical history of ulcer with
hematemesis, had no visible ulcer scar or stenosis. Iive
years after operation hydrochloric acidity is within nor-
mal limits and motor power is perfect.

Patient 23, who had normal acidity, has two years
after operation persistence of motor insufficiency and no
improvement in condition. The six patients with hypo-
acidity have suffered a variety of results, Patient 17
has developed a hyperchlorhydria, has a good motor
function and is free from symptoms if he abstains from
acid foods.

In Cases 18, 24 and 27 the hypo-acidity has been sup-
planted by an absence of free hydrochlorlc acid. In
Case 23 the hydrochloric acid has risen to a mnormal
degree and motor power has become established, while
in Case 28 the hydrochloric acid has decreased and
retention of chyme continues with the patient unim-
proved. Before operation Patient 26 had an absence of
hydrochloric acid with marked retention of chyme. The
hydrochloric acid has not reappeared, drainage is now
complete within the normal time.

The appearance of bile has usually been noted one
hour after the test breakfast, for four months, after
which it cannot be detected. Bile was found, however,
in Case 18 four years after operation.

Table 4 outlines twelve cases in which results have
been ascertained from ome to six years after operation.
Six cases are included in which operative recoveries only
are procurable (Cases 31 to 48, inclusive). In this
group the diagnosis is chronic ulcer of the stomach with
stenosis in fourleen; chroniec uleer without stenosis in
three; nervous dyspepsia in one.

The following outline shows results in the entire series
of 27 patients known to be alive.

ULCER oF S10MACH OR DUODENUM WITH STENOSIS. 21
Perfect recovery......... .. 14
Recovery (care requirved ns to choicc of food) 4
Im5noved ..... .2
Uunimproved oo 1

21

"ULCER OF STOMACH OR DUODENUM WITHOUT STENOSIS, 8

Porfcct 1ecove1y ........... G e et oot aeetonnsas 1
mproved ... 1
nlmproved . .1

3
NeRvous DYSIEPSIA, 2
Unlmproved ...ieevrererovesssiosionsansansans 2
ATONY WITI DILATATION, 1
Unimproved ......ceeiivivveeeanens PP .1
Total ....... P I N 27

A definition of the term “perfect recovery” as used in
this classification depends on unqualifiedly favorable
answers to the following questions:

Do you still have trouble with your stomach? Do you have
any belching of gas or food? Do you vomit at all? IHave you
vomited or spit up any blood since the operation? How is
your appetite? Do you find it necessary ito eat more than
turee meals a day? Are your bowels regular or do you find it
necessary to take physic for them?

There must also have been the ability to pursue the
former vocation or avocation without disturbance.
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The elimination of three cases of nervous dyspepsia,
onc of gastric atony and one in which no determination
was made enables us to discuss the gastrie findings in
forty-three undoubted cases of ulcer of the pylorus or
duodenum.

(‘nses,
Hyperehlorhydria * (free hydrochloric acld anbove 40)....... 149
Normal necldity (free hydrochlovic acid 20-40)........... 14
1Iypoacidity (free hydrochlorie acld below 20)......... T
Anacidity (free hydrochlorie acid avsent) . ....... ... ... o
B Y 133

This makes nincleen patients with hyperchlorhydria;
twenty-four patients with normal or subnormal hydrvo-
chloric acid. '

CONCLUSIONS

1. Hyperchlorhydria as a symptom of chronic gastric
ulcer is inconstant and should be disregarded.

2. Perfect recovery may occur when atony of the
stomach has existed before the development of ulcer and
motor insufficiency persists; illustrated in Case 19.

3. Many of the fatalities cited in this report would
have been averted had the family physician made a diag-
nosis before serious complications had developed. Torty
patients in this series of cases gave a history of ulcer
covering five years or more before the diagnosis was
made. ,

1. Pylorectomy offered a belter prognosis for recovery
in five of the fatal cases. Tatients 4, 12 and 13 were
Jost by fatal hemorrhages {from the ulcer area. Patients
14 and 15 died as a result of carcinomatous transforma-
tion of the pyloric ulcer.

5. The legitimate field for gastro-enierostomy in he-
nign diseases of the stomach is in chronic uleer near or
below the pylorus with stenosis.

The McLene.

ABSTRACT OF DISCUSSION

Der. JupsoN Davaxp, Philadelphia:  Chrounie gastrie uleer
often shows a period of lateney so far as the symptoms wre
concerned, although the uleer itself is still present. The pa-
tient scems to recover symptomatically. It is believed that no
ulcer is present at all and the case is often pronounced cured,
I recall one ease in which the funicular uleer was discovered
and removed; this was followed by complete recovery. 'The
cases of gastric uleer referred io at another session of the
Scction in which the earcinoma was supposed to be cured three
times belong to this same group. We see cases of chronic
indolent wulcer in which under treatment great improvement
results and the patients are supposed to be well.

DR. MiLron J. Licury, Cleveland, Ohio: The study of {hese
cases and the study of the statistics ought to be of great value
and help to physicians. I should like to remind the members
of the Section of the diseussion of this subject three yearvs ago
by Dr. Paterson of London, when he spoke of the value of
gastroenterostomy in counection with cases of gastrie uleer.
He reminded us of the temporary benefit to be derived from
gastroenterostomy when there was incomplete stenosis of the
pylorus. 1 have watched cases since and must say that the
best results of the gastroenterostomy were seen in cases in
which the stenosis was almost absolutely complete. One docs
not really know just what to do with cases of incomplele
stenosis of the pylorus, Of course, we cannot dictate to the
surgeon just what shall be done at the time of operation, but
it seems to me that in some cases in which a gastroenteros-
tomy has been done, the patient’s subsequent condition shows
that it would have been better to have done a pylorectomy.
It scems also that a pylorectomy should be the operation of
choice whenever possible, and that a gastroenterostomy should
only be done when there is complete stenosis of the pylorus.

Dr. Joun A. Wrrnkrsroon, Nashville, Tenn.: A few years
ago o very prominent surgeon regarded this disease us a

GASTRO-ENTIROSTOMY—DUNHAM
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surgical one. The pendulum has swung back now, and every
advanced surgeon is doubting the propriety of operating on
gastric uleer unless there are definite evidenees of obstruction.
I do not feel that gastric uleer belongs to the surgeon for
two reasons. Operation in my experience in the past has been
unsuccessful. The patients I have had have recovered immnte-
diately, but later they had more or less trouble. Some of the
bad uleers become latent. It is extremely difficult in some
cases to determine whether or not the gastric uleer is cured;
we Know that often by medical treatment alone we may reliove
putients symptomatieally and they may get along well for
months, gaining flesh. Yet the condition may remain dormant
for some time only to awaken into activity again. A few
years ago every ease of hemorrhage from the stomach in cases
of uleer was referred to the surgeon for treatment; recently
it has been found that medical treatment is better in such
enses.  The surgeon will not intervene now unless there is
complete obstruction; then surgery may save many lives which
otherwise would be sacrificed.

Dr. DELLANceYy RocHESTER, Buffalo, N. Y.: If there is im-
pending obstruction, or actual obstruection, of course imme-
diate operation is indicated. Iowever, a gastroenterostomy
is an operation that I believe should be avoided wherever
possible. If any operation is to be done at all I should say
that the one to be preferred was pylorectomy. 1 agree with
Dr. Witherspoon that much can be done by medical and diet-
etic treatment in these cases and an operation should not be
urged on patients with gastric ulecer unless it is absolutely
necessary, because of the danger of cancer developing. This
is a possibility, although a possibility only. Such good re-
sults are obtained from medical and dietetic treatment if
continued for a sufficient length of time that operative mens-
ures should be avoided if possible, '

Dr. A. J. Bexevicr, Buffalo, N. Y.: My experience witl
gastroenterostomy for either malignant or non-malignant dis-
case of the pylorus is limited to one or two cases, because
such an operation seemed inadvisable. In cases in which there
is marked obstruetion at the pylorus, a superior enterostomy
is u good substitute for gastroenterostomy, the idea being to
short eircuit the stomach. In patients with serious lesions of
the stomach the chances for betterment are inereased if no
food passes through this organ at all. In one patient, a
woman on whom superior enterostomy was performed, a diag-
nosis of carcinoma wus made. The patient was very much
cmaciated; there was pyloric obstruction and there was no
free hydrochloric acid. I thought that I could feel the thick-
cned pylorus and when the tube was passed, obstruction was
also found at the cardiac end. The surgeon who was called
in wanted to do gastroenterostomy, but it was decided that a
superior enterostomy was to be preferred. On exposing the
stomach there was found a small tumor at the pylorus. A
scetion was not made, but taking it for granted that the
tumor was a cancer, enterostomy was performed, and the pa-
tient was nourished through the fistula in the small intestines.
I wish to emphasize that the diet should be watched with care.
In the course of three or four weeks the symptoms in this
pulient were somewhat relieved; however, she had so much
mental distress because of the fistula that we decided to eclose
it, believing that she would die soon anyhow. Thit was in
1898.  To our surprise, the woman made a good recovery and
has remained well ever since. The tumor could not have Leen
a cancer; just what it was I do not know.

Dr. Gusrav Baag, Portland, Ore.: It seems to me that a
mortality of 20 per cent. is too high in such eases. I have
had sixteen patients operated on by surgeons during the lnst
few years, and none died. Two of these cases were most re-
markable. One patient was a woman of sixty, six feet tall,
with a palpable tumor and with frequent hemorrhages; she
was much emaciated, weighing but ninety-eight pounds. A
gustroenterostomy was performed, and the surgeon thought
that he was dealing with a carcinoma. I insisted, however,
on the diagnosis of an indurated ulcer. There was free hydro-
chlorie acid present. The patient took nourishment without
the ollghtest distress, being given lamb chops on the third
day ufter operation. At the end of two months her weight
haa wacereused to 168 pounds. This was only two years ago;
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the patient, at this date, is perfeetly well. Tn another case
the tumor was the size of the fist and appeared in a man
aged forty-five. He had repeated hemorrhages. A diagnosis
of indurated ulecer was made and a gastroenterostomy was
performed. The man was absolutely cured. T believe that
gastroenterostomy gives the most satisfactory results in all
cases of pylorie uleer and is a real boon to suffering human-
ity. -

Dr. Jonx D. Dunuas, Columbus, Ohio: In regard to the
symptomatic cure of these patients T wish to emphasize the
fact that such patients should be followed for a number of
years before any final conclusions regarding them should be
considered. The surgeon who sees these cases finds the pa-
tients sufticiently recovered to leave the hospital and he cites
such cases as recoverics. However, the general practitioner
who follows the cases will often find recurrences. In the series
of ecases reported there was only one in which a secondary
operation was called for. If the cases are properly selected
and only those patients with stenosis are operated on, a sec-
ondary operation will rarely be needed. Attention to the dict
is very important. These patients with partial or complete
pyloric stenosis are starved, as & rule, and they require abun-
dant feeding; they cannot live on slops; the choicest and best
food properly prepared should be given them for many weeks.
The food should be given frequently through the day and not
as is customary, three times a day. In a consideration of the
mortality the surgeon includes only the deaths which oceur
immediately after the operation, while the general practitioner
and the internist follow the patient’s history for several years.
The mortality after gastroenterostomy should only be consid-
ered when' the cases have been studied for five or six years.
In the series T reported there were two cases in which perfor-
ation of the stomach occurred and two in. whicl carcinoma
developed.

BLOODLETTING 1IN CHILDREN *

HEINRICH STERN, M.D.
NEW YORK

HISTORY OF BLOODLETTING

The history of bloodletting prior to the nineteenth
century gives but scant mention of the employment of
this therapeutic measure in children. The very fact,
however, that ancient and medieval medicine would
under ordinary circumstances not dispense with deple-
tion justifies us in assuming that the children were sub-
Jected to the same procedure, although little special
reference to this custom can be found. In Stiffer’s
“Calendarium romanum magnum” (1518) and in the
“Medicina magica” (1568) it is stated that astrology,
which influenced and pervaded the entire theory and
practice of medicine of the times, accepted the theory
that, according to situation and conjunction of the
heavenly bodics, there existed favorable, dubious and
unfavorable depletion days; the various periods of life had
different days on which bloodletting was to be preferen-
- tially performed.

The phase between half and full moon was deemed
especially to favor depletion of young persons, but to be
Inimical to the operation in old people. In nurslings
blood was probably never abstracted for therapeutic pur-
Poses in the olden times.

The literature of the first half of the nineleenth cen-
tury contains not infrequent allusions to bloodletting in
children. On the whole, the opinions of the foremost
clinicians of that period were opposed to it. According
to a very brief historical sketch pertaining to this epoch

—

. Rend in the Section on Diseases of Children of the American
Medical Assoclation, at the Sixty-firet Annual Sesslon, held at St.
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and furnished by Baginsky,! Bretonneau as well as Louis
(1835) repudiated depletion in the treatment of diph-
theria; the latter also renounced bloodletting in pneu-
monia and erysipelas. DBailly and Legendre afterward
declared against the procedure in bronchopneumonia
(catarrhal pneumonia), but recognized its value in lobar
pneumonia (fibrinous pmeumonia).  Among the Ger-
mans, Walther (1835), Wetzlar (1837) and Nasse
(1849) expressed their opposition to blood abstraction
in children. The pedintrist, Manthner, of Vienna, on
the other hand, was an energetic advocate of general and
local depletion in children, especially in pneumonia and
other febrile affections.

In a masterly discourse on the “Antiphlogistic Treat-
ment in Discases of Children,” which is spread over five
issues of the Medical Record of 1870% Jacobi also deals
with the problem of bloodletting, and asks the question,
“Are we justified in resorting to depletion at all?” He
808 :

It is an established fact, or at least a very general com-
vietion, that when we perform vencsection—for the relief of
pneumonia or meningitis, for example—we do not relieve the
pneumonia or the meningitis itself, but we do relieve the
collateral edema which has taken place in the tissues as yct
uninvaded, or but partially invaded, by the inflammation. And
by this relief of the collateral congestion and edema of the
meninges or of the brain, we may save a patient from ap-
proaching . dissolution. Such cases are rare; but when they
oceur, when we have to deal with acute edema, we must of
course resort to depletion in many a case. I recall a case of
convulsions in which I myself opened the jugular vein. I did
not know the cause of the convulsion, but the venous con-
gestion was so evident and so extreme, that I was led to relieve
it as soon as possible. T think Trousseau relates a similar
case. We know that the immediate danger in such cases de-
pends not on the primary cause of the affection, but on the
prolonged congestion, which may give rise to effusion or extrav-
asution. To avert these I do not object to venesection—
But to depletion as
a general antiphlogistic I must objeet, and this whether it be
made by venesection or by local bloodletting. . . . We often
hear of plethora, of surplus of blood; if such a condition ever
occurs, it is certainly not in infancy. At that period any
surplus would be sure to be used to build up the body, to con-
tribute to growth. '

Accordingly, Jacobi seldom resorted to depletion in
inflammatory diseases of infancy and childhood, and,
although’ meningeal and cerebral affections sometimes
required direct depletion, he believes that generally,
“wherever extensive derivation is really indicated,” stim-
ulation of the emunctories will be more effective than a
local withdrawal of blood about the head.

The literature from 1870 to 1890 contains very little
anent the subject of depletion in the young. Jewett,® in
1891, recommended moderate bleeding for young girls of
full habit who suffer from menstrual irregularities, dys-
nmenorrhea or temporary suspension of the flow, accom-
panied by flushed face, headache and a throbbing pulse.
Lisner,* in 1897, published the following interesting
case:

A boy, 8 years old, well developed, was affected with & mild
form of scarlatinn. The disease had about abated when a
grave nephritis supervened. The eyelids were edematous; the
urine contained about 1 per cent. albumin and showed, micro-
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